MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELPARE

_/_ﬁ}rimarv Registration District No, _Z.B..?_.a‘_:ﬂenimur‘l No. ____-_‘:)_%; !

PO NOT WRITE
ON THIS STUB

AMENDED

Registration District No.

EH ED T

VS5 300
Rev. 4/59

DATE AMENDED

24430

|8 PI.ACE OF DEATH

a. COUNTY

Jackson

a. STATE

7 DAL RESTDENCE (Where_ decessed Tived.
Mi ssour kountr

Jackson

1f instinglion: Residence before

admission)

b. CITY (If outside corporate limits, give TOWNSHIP anly)

R
TOWN

Kan

sas City

Lengih of stay in 1b

25 years

c CITY
OR
TOWN

Kansas City

Inside Limits
Yes 5 Ne [J

c. FULL NAME OF (Lf NOT in hospital, give locarion)
HOSPITAL QR
INSTITUTION

1613 Spruce

inside Limits

Yes ] No[J

d. STREET
ADDRESS

{If curside, give location)

1613 Spruce

Reside on Farm

Yes [] No N

3. NAME OF DECEASED

{Type or prinn)

First

GOLDIE

Middle

Last

COON

4. DATE
OF
DEATH

Month
December 5

Day

Year

, 1963

5. SEX

4. COLOR OR RACE . Married [

Widowed B

Never Married []
Divoreed [

8. DATE OF BIRTH

9. AGE {last birthday)

Female

White

11-13-1493 70

IF UNDER 1 YEAR

If UNDER 24 HR

Months Days

Hours T Min.

10a. USUAL OCCUPATION {Give kind of work done
duri ost_af working lifs, even if retired)
RE"Home

10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
Browning, Missour} U.S5.A.
14. NAME OF HUSBAND OR WIFE
Guy Coon
Address

Shawnee,

13a. FATHER'S NAME
Ed Schooler

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no.ﬂr unknown) I(If yes, give war or dates of sarvice)

13b. MOTHER'S MALIDEN NAME

Carrie Broffett
16, SCCIAL SECURITY NO. 17. INFORMANT
Lynn Peterson

Kansas

INTERVAL BETWEEN
. ONSET AND

—
Z
wl
b
=
o
Q
[=]

Conditions, if any, DUE TO (b)
which gave rise 1o

CAUSE OF DEATH {Enter only one couse per line for (a). {b), &
ebove cause (a),
stating the under-

"
ART i. DEATH WAS CAUSED BY _E- J
IMMEDIATE CAUSE {a) k,q.ga:g't,u
lying cause last. 'DUE TO (c)
FART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related to the terminal
disease condition given in PART | (&

INSTEAD OF

PART IH. If decessed was femala was
there a pragnancy in last 90 days.

Y No Unknown
., [olwe o
niury in PART | or PART I of item 1B.)

20a. ACCIDENT ~ SUICIDE Homr_t.'cme 200. DESCRIBE HOW INJOftY OCCURRED. (Enter nature of
8 u| .

YES O] NOQ

20c. TIME OF
INJURY

Hour
am.
p.m.

20d. INJURY OCCURRED
< WHILE AT WORK [J
NOT WHILE AT WORK

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

QICAL CERTIFICATION

MonthDay, Year

I~

COUNTY

2 l ETT:x/G'B

on the date stated above, and to the bast of my knewledge, from lhu causes stated.

208. PLACE OF INJURY {e.g., in or about heme, | 204. CITY, TOWN, OR LOCATION

farm, factory, street, office bldg., atc.)

3 ¥

her .
nd last saw go, alive on

. | attended the decessed fro !

Death occurrad at.

22c. DATE S|GNED

USE BLACK INK

{Degree 720. ADDRESS

TYPEWRITER RIBBON

SHOULD READ
erfku.b eTN0

town, or cofnty}

 NAME OF CEMETERY OR CREMATORY
M1ssour1

- ] Coon Cemetery
i 24. FUNERAL BDIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Freeman Mortuary Bansas City, No./f - d_4& 3

A Embal:

23b. DRTE

12-5-63

RIAL, CREMATIONY

. LOCATION (Ca

whl kar
) Spic

26, REGISTRAR'S SIGNATURE

-

BY AFFIDAVIT OF

ITEM NO.

[Li s S on Reverse Side)




- = - -

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed _by me,

or by : Student Embalmer No._______

working under my F-‘;ersonal supervision. Q p i
Student Slgned

Signature of Student Embalmer 3
Licensed Embalmer No._.

| P. O. Address j ; @Wa

Note: The above MUST BE SIGNED BY THE UICENSED EMBALMER in hIS OWN HANDWRITING. (Failyre“to comply
with the above constilutes grounds for-revocation of license). W ' .

If embalmed by.a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embaimed fact should be so stited above. °

1




